We have tried to incorporate these procedures in our hernia surgery and have devised an algorithm based on the literature evidence. Hernia width remains the most important determinant in our procedure selection.
Our protocol is depicted in Table 1 . In many situations, a lateral release in the form of ACST or PCST is needed for defect closure. However, since our preferred space is retromuscular and eTEP allows TAR to be performed in the same space, we prefer eTEP-TAR.
A few factors that affect our selection apart from the hernia width are the compliance of the abdominal wall, obesity, and wound factors (incision, recurrence, previous mesh, sinus, or redundant skin). We encourage weight loss in obese patients and use the cut off of BMI 40 Kg/m 2 to recommend bariatric surgery.
We have been using this algorithm for past 2 years and have gotten satisfactory results in our audit. We have done a total of 56 cases. Our results are shown in Table 2 .
Two of these complications (bulge and injury to linea semilunaris) may be due to the initial learning curve associated the procedure.
It is too early to make any firm opinions but this could initiate a model for a tailored approach to ventral hernias in centers dedicated to hernia repair and modifications can be added as new evidence continues to arrive. eTEP (14) eTEP-TAR (10) 1 partial anterior dehiscence leading to a bulge (eTEP-TAR) Open TAR (7) Mycutaneous Flap (1) 1 injury to right linea semilunaris leading to ipsilateral abdominal weakness and bulge (Open TAR) 1 recurrence (eTEP-TAR) 
